5) If it's clear that the shortage of data for other prescriber types for the "prescribed antibiotic" indicator, this should be emphasized in the interpretation/discussion. As a minor issue, the abstract could be tidied up. The statement of the objective currently does not read well. Also, the use of unintroduced abbreviations (URTI09) in the abstract adds nothing to the presentation and should be removed.
REVIEWER
Britta Regli-von Ungern Perth Children's Hospital, Perth, Australia REVIEW RETURNED 15-Oct-2018
GENERAL COMMENTS
The authors aimed to assess the appropriateness of the management of upper respiratory tract infection in Australian Children. While the idea is very good to look at the appropriateness of the management, the methods are somewhat suboptimal.
A prospective assessment would have been much more beneficial. To assume that the lack of documentation of an action means that the action did not occur, is a fundamental error and for me hinders any meaningful usage of the results. I have worked in several hospitals around the world, and in none the documentation was that perfect. What we can take from this study is that the documentation is suboptimal, what we cannot take from the study is that the adherence of care for URTI provided to children was poor.
As highlighted, GPs often know their regular patients very well and it is therefore not surprising that not all existing co-morbidities are documented each time. It remains unclear how auditors were "instructed to consider this". I am not sure how this was done in a reproducible way. Particularly the lack of documentation why antibiotics were not given during a viral illness, cannot by any mean be associated that this advice was infrequently given. In line with the finding of 0.5% documentation, I would be surprised to find a doctor who would possibly have the time to document all this for every patientthere would be no time left to see and properly treat his/her patients. Indeed, we all try to document as well as we possibly can, but lack of documentation, particularly when looking at such a simple illness like URTI does definitively not mean lack of action.
While I am not a statistician, the statistics seem appropriate.
REVIEWER
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University of Otago New Zealand REVIEW RETURNED 03-Dec-2018
GENERAL COMMENTS
The only comment I have about this paper is about the structure of the discussion. Normally this is: summary of results; limitations; how this fits with other results; and conclusions. This discussion seems to mix these up, and would be slightly easier to read if it didn't.
VERSION 1 -AUTHOR RESPONSE
#1 DP This is a well written paper on appropriateness of assessment and antibiotic prescribing for URTI. It is timely for Australia because that country is one of a few in the developed world that has seen an increase in community prescribing in recent years. There are a few elements that should be better explained for the general audience:
Thank you for this summary.
1) Did sampling of GPs through Public Health clinics actually capture private practice? Extra billing by family physicians (because government rates fell behind) grew around the same time that national prescribing rates increased. Ergo, a better description of how GPs were compensated would help in interpreting the data. In particular, should GPs be forced into a shorter encounter by way of fee structure, it might explain lower rates of compliance on many indicators.
A thoughtful observation but we respectfully disagree that these factors had a significant influence.
All General Practice settings were "public" in the sense that GP services were eligible for Medicare benefit, and The guidelines were not weighted or preferenced -each indicator was reviewed "on its merits" by experts regardless of its source. We further note that our study design was constrained by what the Ethics and research governance Committees and Professional Bodies were willing to approve.
National Institute for Health and Care Excellence (NICE
It's a good idea to do a prospective study and we will discuss it amongst the team. This is not a trivial undertaking, of course, and will need a detailed study protocol, a funding source, ethics approval, etc.
To assume that the lack of documentation of an action means that the action did not occur, is a fundamental error and for me hinders any meaningful usage of the results. I have worked in several hospitals around the world, and in none the documentation was that perfect. What we can take from this study is that the documentation is suboptimal, what we cannot take from the study is that the adherence of care for
We openly acknowledge your concern regarding documentation as a proxy for action in the Limitations on p.15 "A weakness of the study is the use of documentation to assess actual practice; i.e., if it was not documented, it was assumed it did not occur. We note, however that from a litigation, insurance and auditing point of view, documentation is an accepted proxy measure for action and has been shown to be acceptably correlated with actual practice."
Even recognising these limitations, this study design is well known, and about as good as can be done. Studies with this design have been published in NEJM and JAMA, thus passing rigorous assessment. For this study we have 29 investigators who designed and agree with the methodology, while recognising its limitations: eight paediatricians, four GPS, one anaesthetist, one medical administrator, one surgeon, two WHO doctors with expertise in health services research, eight health services researchers, and three statistician/methodologists. The larger study of which this is part received approval from multiple ethics committees. The view
